248                                                     EMERGENCY MEDICAL SERVICES FOR CHILDREN
items were rejected because of difficulties in obtaining accurate information or in using them at the national level.
The committee's decision to focus its attention on specific data elements for prehospital and ED settings (see Table 7-1) should not be taken to mean that data are not needed from the many other components of emergency care systems (such as dispatch operations, critical care transport, pediatric intensive care, or rehabilitation). Rather, it reflects the committee's judgment that the prehospital and ED sectors, where the largest numbers of children receive emergency care, are the appropriate starting point for developing what should become a comprehensive EMS-C data set.12 The committee lacked the time and the expertise to specify data elements for all of the other aspects of emergency care; that work must be part of subsequent efforts by the EMS-C community.
An Information Core, Not an Information Constraint
These proposed "core" data elements must be seen as only one facet of a much broader program of data collection for EMS-C across the country. The committee emphasizes that it is not proposing that EMS-C data collection efforts be limited to only those data elements especially valuable for national assessment. Interest at the national level in EMS-C data should spur states and localities and even individual health care providers to assess what data they need to support the planning, evaluation, research, or prevention activities that ought to be a part of their EMS-C programs. At these levels, in contrast with national-level analysis, it becomes possible to make meaningful use of a much broader range of data captured in greater detail to assess and guide improvements in local performance or to identify specific circumstances that may require special study. In short, the committee's proposed data elements should be thought of as a beginning and not an end—a core and not a constraint.
The committee focused most of its attention on the patient-based data generated by individual episodes of care. Those clinical data, along with other data on costs, are critical in answering a great many of the questions about the efficiency and effectiveness of emergency medical care for children. To answer other questions, however, additional "structural" data must be available: for example, on qualifications of individual providers, resources of specific hospitals, and numbers of ground or air ambulances available in a region. Data of these sorts can usually be maintained with only periodic (perhaps annual) surveys.
Further Work
The committee cannot emphasize enough how essential a strong data collection and analysis program is for understanding and improving EMS-Co factors such as limited current use. Otherltimately,ere, too, an understanding of the need for evaluation and con-f illness rather than in attempts to develop new, or yet more complex, scoring systems based on yet more sophisticated laboratory tests and physiologic parameters.per et al., 1992). Such01-239)— established regulations designed to ensure that patients receive appropriate assessment and stabilization before any transfer is made, to ensure that transfers are made in appropriate vehicles and to facilities that are able to provide necessary care, and to deter "dumping" of patients from one hospital to another on the basis of the patient's ability to pay.
